Background: Tetrastarch can cause acute kidney injury (AKI) in humans with sepsis, but less likely to result in tissue edema than lactated Ringer's solution (LRS).
T he use of hydroxyethyl starch (HES) solutions for volume replacement (VR) is controversial. Third generation, iso-oncotic HES solution (6% tetrastarch) was developed because earlier HES generations were associated impaired coagulation and acute kidney injury (AKI). 1 Although inhibition of coagulation is minimized when 6% tetrastarch solution (TS) is used for VR, this artificial colloid has also been linked to an increased risk of death and AKI due to renal tubular damage in septic and nonseptic critically ill human patients [2] [3] [4] However, when used early for volume replacement in human patients with penetrating trauma, TS could result in favorable outcomes (better lactate clearance and lower incidence of renal injury than physiological saline). 5 Recently published meta-analysis has concluded that the generalized restrictions to the use of TS in humans (except for patients with sepsis) are not supported by evidence. 6 In veterinary medicine, there is insufficient data to establish the safety of TS in dogs. 7, 8 A hyper-oncotic (10%) HES solution, with larger molecular weight and larger molar substitution than TS, increased the risk of an adverse outcome, including AKI and death in critically ill dogs. 9 However, because of differences in elimination kinetics between HES generations, these results cannot be extrapolated to TS. 7, 8 Another recent study reported that TS administration to critically ill dogs [median dose 25 mL/kg/d (range, 12-62 mL/kg/d) with a median of 3 days of administration (range, 1-9 days)] did not have an effect on serum creatinine levels in comparison with isotonic crystalloids. 10 However, conclusions regarding the renal safety of TS in this canine population were limited because creatinine has a poor sensitivity to detect early stages of AKI, when compared to other biomarkers of renal damage, such as neutrophil gelatinase-associated lipocalin (NGAL). 11 The urinary NGAL/creatinine ratio has been shown to be a highly sensitive and specific test to detect early stage (mild) AKI in dogs, before increases in serum creatinine concentration and changes in urinalysis parameters take place. 11 In spite of its potential adverse effects, volume replacement (VR) with TS could be more advantageous than LRS because it can decrease the risk of tissue/lung edema by supporting colloid oncotic pressure (COP). 12 For similar reasons, this fluid can result in a more prolonged increases in cardiac output than LRS when used as a blood substitute during acute normovolemic hemodilution 13 or as a VR fluid after hypotensive hemorrhagic shock.
14 Extravascular lung water index (EVLWI) is the amount of fluid in the interstitial space and alveolar lumen. 15 The EVLWI, estimated from analysis of transpulmonary thermodilution curves, accurately reflects the amount of extravascular lung water in several species, including dogs. [15] [16] [17] [18] In lung edema associated with intravenous volume loading, increased EVLWI is associated with oxygenation impairment [decreased arterial partial pressure of oxygen-to-inspired oxygen fraction ratio (PaO 2 /FiO 2 ratio)]. 19 This study aimed to compare the effects of VR with LRS and TS on EVLWI and on PaO 2 /FiO 2 ratio in dogs with acute hemorrhage. The second objective was to compare the effects of these fluids on markers of AKI (NGAL and creatinine measurements in plasma and urine).
Material and Methods

Animals, Study Design, and Hemorrhage Model
This study was approved by the Institutional Animal Care Committee under the protocol number 43/2015. Six healthy purpose-bred English Pointer dogs (weight range 19.4-35.8 kg), 4 males and 2 females, 47 and 48 months old, were used in this study. Based on EVLWI values recorded from 8 healthy anesthetized dogs (11 AE 2 mL/kg), a sample size of 6 animals was estimated to be necessary to show a 30% increase in EVLWI with a statistical power of 80% and an alpha level of 5%. All animals were healthy based on physical and laboratory investigations (CBC, serum biochemistry, urinalysis, and venous blood gases analysis/electrolytes) within reference ranges. After the end of the study, all animals were adopted by private owners.
This prospective, nonblinded, partially randomized, crossover study was divided into two phases. During phase-1 animals were anaesthetized for 7 hour without hemorrhage and VR (Control treatment). After a 2-week washout period, phase-2 was initiated, and animals were anaesthetized with the same technique for the same time-period on two occasions, allowing 8-week washout intervals. During each anesthetic episode of phase-2, animals were hemorrhaged and randomly assigned a to receive VR with LRS or TS (LRS and TS treatments, respectively).
The volume of shed blood was calculated on the basis of a formula used for acute normovolemic hemodilution, 20 with the aim of decreasing the hematocrit to 33% after VR with LRS or TS, as follows: volume of shed blood (mL) = 80 9 body weight (kg) 9 [(Hct target À Hct baseline )/(Hct average )]; where 80 represents the estimated total blood volume (mL/kg); Hct target , Hct baseline , and Hct average , the target Hct (33%), the Hct obtained before hemorrhage, and the arithmetic average of the Hct target and Hct baseline , respectively.
The calculated amount of shed blood was withdrawn over a 30-minute period from a 20-gauge catheter b placed in the dorsal pedal artery. The blood was immediately transferred into collection bags containing sodium citrate, phosphate, dextrose, and adenine.
c The bags with the proper amount of anticoagulant were weighed throughout the hemorrhage procedure to control the exact volume of shed blood. Immediately after the calculated amount of blood was withdrawn, VR with 3 mL LRS and 1 mL of TS for each mL of shed blood was performed over a 30-minute period with 60 mL syringes. The 3 : 1 and 1 : 1 ratios of VR with LRS and tetrastrach, respectively, were chosen based on the concept that the volume expansion efficiency (defined as the ratio of expanded plasma volume/amount of infused fluid) of LRS and TS would approach 33% and 100%, respectively. 14 
Instrumentation and Cardiopulmonary Variables Recorded
After food was withheld for 12 hour, animals were premedicated with morphine d (0.5 mg/kg, IM) before insertion of a 20-gauge catheter b into a cephalic vein. After induction of anesthesia with isoflurane e by face mask, an orotracheal tube was inserted and the animals were positioned on the surgical table in dorsal recumbency. Anesthesia was maintained with isoflurane and IV remifentanil hydrochloride f (0.15 lg/kg/min), administered by means of a circle breathing circuit of the anesthesia apparatus g and by a syringe pump, h respectively. Synchronous intermittent mandatory ventilation g was initiated with an inspired oxygen fraction (FiO 2 ) of 0.40. The expired tidal volume and the inspirationto-expiration ratio were maintained constant (12 mL/kg and 1:1.5, respectively). The respiratory rate was adjusted to maintain the arterial partial pressure of carbon dioxide (PaCO 2 ) close to 40 mmHg throughout the study.
An 18-gauge, 20-cm-long, single lumen central venous catheter i was aseptically inserted into the jugular vein until its tip was positioned at the level of the second thoracic rib for monitoring central venous pressure (CVP). A second 3-French, 7-cm-long, thermodilution catheter j was aseptically inserted into the femoral artery, 2.5 cm away from the inguinal fold to monitor cardiac output as previously described. 21 Both catheters were connected to fluid-filled pressure transducers k zeroed and leveled at the base of the heart for monitoring central venous pressure (CVP) and mean arterial pressure (MAP), respectively.
End-tidal isoflurane concentrations (ET ISO ), recorded by an infrared gas analyzer incorporated into the anesthesia apparatus g , were adjusted to provide immobility and to maintain MAP between 60 and 70 mmHg throughout anesthesia. Esophageal temperature was maintained between 37.5 and 38.5°C by means of a forced warm air device.
l A constant rate infusion of LRS (2 mL/ kg/h) was administered during anesthesia by means of a peristaltic pump. m Heart rate (HR) was recorded according to a lead II ECG with a multiparameter monitor.
n Cardiac output was measured by the transpulmonary thermodilution technique o with 5-mL boluses of ice-cold physiological saline (≤5°C) injected over 2-3 seconds into the central venous catheter. 21 The temperature of the injectate was monitored by an inline thermistor placed between the injection port and the central venous catheter. A thermistor located at the tip of the femoral artery catheter detected the change in blood temperature over time. Based on each thermodilution curve generated by ice-cold thermal indicator, the monitor calculated cardiac output, global end-diastolic volume, and extravascular lung water. 22 For each data sampling time, these variables water were averaged from 3 serial measurements. Hemodynamic variables were indexed to body surface area [BSA (m ] as follows: CI = cardiac output/BSA; stroke index (SI) = CI/heart rate; systemic vascular resistance index (SVRI) = (MAP-CVP)/CI 9 79.9, global end-diastolic volume index (GEDVI) = global end-diastolic volume/BSA. Extravascular lung water index (EVLWI) was indexed to body weight (extravascular lung water/body weight) based on the literature. [15] [16] [17] [18] Arterial blood samples (1.0 mL) were drawn from the femoral catheter into heparinized syringes and immediately analyzed p for temperature-corrected pH, PaCO 2 , and the PaO 2 /FiO 2 . The same samples were placed in microhematocrit tubes and subsequently centrifuged q at 14,500 g for 5 minutes for measuring the Hct, and for measuring total plasma protein (TPP) using a refractometer. r
Biomarkers of Renal Injury
Concentrations of NGAL and creatinine were determined in plasma and urine. Urine samples (20 mL) were collected from 8-or 10-French polyethylene urinary catheters aseptically placed during anesthesia. These catheters were removed upon recovery from anesthesia and, if spontaneous micturition failed to yield samples in awake animals, another urinary catheter was temporarily placed and immediately removed after urine sampling. Blood samples (20 mL) were collected in tubes containing EDTA from the central venous catheter in anesthetized and conscious animals. Plasma and urine supernatant samples, obtained by centrifugation s (1,000 g) at 2-8°C for 20 minutes, were stored at À70°C until analyzed.
Plasma and urine creatinine concentrations were measured by colorimetry.
t,u Plasma and urine NGAL concentrations were measured by a species-specific sandwich ELISA tests.
v Plasma and urine samples were thawed, and NGAL was measured in duplicate in 96-well microplates after the manufacturer's recommendations. After the reaction was stopped by adding diluted sulfuric acid, color intensity was determined by a microplate reader w at 450 nm wavelength. The NGAL concentrations were determined by standard curves generated by 8 predefined concentrations of the peptide. If the coefficient of variation of duplicate samples was >20%, a second duplicate analysis was performed and averaged.
Experimental Protocol (Fig 1) After a 2-hour equilibration period, where ET ISO concentrations were adjusted to mimic typical pressures of anesthetized patients (MAP between 60 and 70 mmHg) and provide immobility, baseline (BL) data were recorded and the hemorrhage/VR procedure was initiated. Through the urethral catheter, the bladder was fully expressed after the first urine sample collection at BL. Cardiopulmonary data, Hct, and TPP were recorded at BL, immediately after blood withdrawal (BW), immediately after VR, and at 0.5, 1, 2, 3, and 4 hour after VR in the LRS and TS treatments. Data were collected at the same time points in the Control treatment. Animals were recovered from anesthesia after the 4-hour time point. Plasma and urine concentrations of creatinine, NGAL, and the urine NGAL/creatinine ratio were measured during anesthesia at BL and 4 hour after VR, and in conscious animals at 24 and 72 hour after VR.
Recovery from Anesthesia
After the last data collection, the femoral artery, the dorsal pedal, and the cephalic vein catheters were removed and the isoflurane/remifentanil administration was interrupted. The central venous catheter was maintained until 24 hour after anesthesia. The times elapsed from the interruption of isoflurane administration until the animals were able to remain in standing position were recorded.
Data Analysis
Data were analyzed by commercial statistical software.
x Shapiro-Wilk and Kolmogorov-Smirnov tests were used to verify the symmetry of data distribution. For Hct, PPT, cardiopulmonary variables, and plasma creatinine comparisons among treatments were made by a two-way ANOVA for repeated measures by both factors (time and treatment), followed by a Tukey's test adjusted for the repeated measure design. A paired t test was used to compare the total amount of blood withdrawn in the LRS and TS treatments.
Visual inspection of the histogram of urine creatinine, plasma and urine NGAL, and urine NGAL/creatinine ratio) revealed a substantial pattern of asymmetry, which resulted in large coefficient of variation values (>50%). In this case, a nonparametric test was applied for comparisons among treatment groups (Friedman followed by a Dunn's multiple comparison test). For all variables, the significance level was set at P ≤ 0.05.
Results
The total volume of shed blood did not differ between the LRS and TS treatments (25 AE 7 mL/kg and 23 AE 4 mL/kg, respectively). The total volumes of LRS and TS infused during the 30-minutes posthemorrhage period were 75 AE 14 mL/kg and 23 AE 4 mL/kg (P < 0.001).
Effects of LRS and TS on EVLWI, PaO 2 /FiO 2 ratio, Hct, and TPP (Fig 2) The EVLWI was decreased from controls in the TS treatment at 1 hour after VR (P = 0.04) (Fig 2A) . The EVLWI in TS treatment was lower in comparison with the LRS treatment at 4 hour after VR (P = 0.03).
The PaO 2 /FiO 2 ratio was lower immediately after BW in the LRS (P = 0.04) and TS treatments (P = 0.005) in comparison with controls ( Fig 2B) . Immediately after VR, the PaO 2 /FiO 2 ratio was lower in the TS treatment (P = 0.02) than in controls. There was no difference in PaO 2 /FiO 2 ratio among treatment groups from 0.5 to 4 hour after VR and PaO 2 /FiO 2 ratio remained above 400 mmHg in all animals throughout the study in all treatments.
The Hct decreased in comparison with controls immediately after VR and from 0.5 to 4 hour after VR in the LRS (P = <0.001-0.004) and TS treatments (P = <0.001-0.04) (Fig 2C) . The Hct reached the target value (33%) 1 hour after VR in the LRS and TS treatments.
Immediately after VR and from 0.5 to 4 hour after VR, TPP was decreased from controls in the LRS and TS treatments (P = <0.001) (Fig 2D) . Immediately after VR, and from 0.5 to 4 hour after VR, TPP was higher in the TS treatment in comparison with the LRS treatment (P = <0.001-0.01).
Effects of LRS and TS on Markers of AKI (Table 1)
Plasma and urine creatinine values were significantly lower in the LRS treatment (P = 0.04 and P = 0.01, respectively) than in controls at 4 hour after VR. There was no difference among treatments for plasma NGAL, urine NGAL, and urine NGAL/creatinine ratio (P = 0.25-0.99).
Effects of LRS and TS on ET ISO and hemodynamics (Table 2) There was no significant difference between variables at BL, except for SVRI, which was lower in the TS treatment in comparison with controls (P = 0.01), and GEDVI, which was higher in the TS treatment in comparison with the Control (P < 0.001) and LRS (P = 0.02) treatments.
Immediately after VR, the ET ISO adjusted to maintain MAP between 60 and 70 mmHg was lower in the LRS treatment in comparison with the TS treatment (P = 0.04).
Heart rate was higher in the LRS and TS treatments in comparison with controls immediately after BW (P < 0.001), and from 0.5 to 4 hour after VR (P = <0.001-0.03).
Cardiac index was higher in the LRS treatment in comparison with controls immediately after VR, and from 0.5 to 4 hour after VR (P < 0.001) (except for the 2-hour time point). The TS treatment presented higher CI values in comparison with controls immediately after VR (P < 0.001) and 0.5 hour after VR (P = 0.01). Cardiac index was higher in the LRS than in the TS treatment immediately after VR, and from 0.5 to 4 hour after VR (P < 0.001-0.01), except for the 1-and 2-hour time points.
In the LRS and TS treatments, SVRI was increased from controls immediately after BW (P = 0.01). In the LRS treatment, SVRI was decreased from controls immediately after VR and from 0.5 to 4 hour after VR (P < 0.001), except for the 2-hour time point. In the TS treatment, SVRI was decreased from controls immediately after VR, 0.5, and 1 hour after VR (P = <0.001-0.003). The SVRI was decreased in the LRS treatment in comparison with the TS treatment immediately after VR, 3, and 4 hour after VR (P = <0.001-0.004).
Mean arterial pressure was lower immediately after VR in the LRS treatment (P = 0.02) in comparison with the TS treatment. Mean arterial pressure was maintained within the target range (60-70 mmHg) at most data sampling times throughout the study, except for 3 animals that showed MAP <60 mmHg (56-59 mmHg and 54-58 mmHg in the LRS and TS treatments, respectively) at some time points after administration of LRS and TS (same individuals) because ET ISO could not be further decreased due to the presence of movement.
Immediately after BW, CVP was lower in the LRS and TS treatments in comparison with controls (P < 0.001). In the LRS treatment, CVP was higher than controls immediately after VR (P = 0.002). In the TS treatment, CVP was lower than in controls at 2 and 3 hour after VR (P < 0.001). Central venous pressure was lower in the TS treatment than in the LRS treatment immediately after VR and 2 hour after VR (P = 0.01).
Compared to controls, GEDVI was lower immediately after BW in the LRS (P = 0.03) and TS treatments (P = 0.05). In the LRS treatment, GEDVI was increased from controls immediately after VR (P < 0.001) and 3 hour after VR (P = 0.02). In the TS treatment, GEDVI was higher than controls immediately after VR (P < 0.001), and from 0.5 to 3 hour after VR (P = >0.004-0.03).
Recovery from Anesthesia
Times to recover from anesthesia did not differ among treatment groups. Animals were extubated after 14 AE 8 minutes (mean AE SD) and were standing in 30 (15-136 minutes) [median (lower-upper range)]. Recovery from anesthesia was uneventful in the Control and TS treatments. From 2 to 4 hour after VR, edema of the eyelids and lips was evident in 3/6 animals of the LRS treatment. In one animal treated with LRS, a transient inspiratory stridor was observed immediately after the animal was standing. These signs were no longer evident from 2 to 4 hour after animals were standing.
Discussion
Although VR with TS resulted in lower EVLWI than LRS at 4 hour after VR, this difference might not be clinically relevant because, at this time point, neither LRS nor TS differed significantly from controls and arterial oxygenation was not impaired (PaO 2 /FiO 2 ratio >400 mmHg). Based on urine NGAL/Creatinine concentrations, LRS and TS did not appear to cause renal tubule damage in healthy dogs, corroborating with a recent report showing that TS did not alter serum creatinine levels in this species. 10 Therefore, the general restrictions for the use of TS in humans 3, 4 might not be extrapolated to healthy nonseptic dogs. However, because of substantial variation in NGAL concentrations and of the small number of dogs evaluated, further investigations on the renal effects of TS are warranted.
The EVLWI measured by transpulmonary thermodilution is a useful tool to identify lung edema. [15] [16] [17] [18] [19] The mean (AESD) EVLWI values recorded in the Control treatment ranged from 11 AE 2 to 13 AE 4 mL/kg. These values were substantially higher than EVLWI values using the same technique reported in mongrel dogs with healthy lungs (9.4 AE 3.5 mL/kg) 16 and in humans without diffuse alveolar damage (≤10 mL/kg). 15, 18 However, it is unlikely that these values represented an abnormal accumulation of extravascular lung water because controls received a relatively small infusion rate of fluids (2 mL/kg/h of LRS) and the PaO 2 /FiO 2 ratio suggested a near optimal oxygen transfer across the alveolar-capillary barrier (PaO 2 /FiO 2 ratio >400 mmHg). Volume replacement with TS significantly decreased EVLWI in comparison with controls at 1 hour after VR, and in comparison with the LRS treatment at 4 hour after VR. Because EVLWI values in these treatment groups were not significantly increased from controls and resulted in PaO 2 /FiO 2 ratio values >400 mmHg, neither LRS nor TS produced evidence of lung edema. Further studies are recommended to establish normal EVLWI values in dogs and the cut-off point of EVLWI to recognize lung edema in canine species.
In the present study, LRS administration caused signs of peripheral edema in 3/6 dogs, and resulted in an increase in EVLWI when compared to TS at 4 hour after VR. Although COP was not measured in the present study, a decrease in COP could have caused the peripheral edema secondary to isotonic crystalloid administration. 23, 24 Because TPP was significantly lower after VR in the LRS treatment in comparison with the Control and TS treatments, it is likely that COP was decreased by LRS administration, as nearly 80% of total COP is determined by plasma albumin. Contrastingly, the significant decrease in TPP observed after TS administration in comparison with controls probably does not correspond to lower COP values. In fact, COP is maintained by 6% HES solutions in spite of decreased TPP Table 1 . Plasma creatinine (mean AE SD), urine creatinine, plasma and urine neutrophil gelatinase-associated lipocalin (NGAL), and urine NGAL/creatinine of six dogs (median and upper-lower range) that did not undergo any intervention (Control treatment) or that underwent hemorrhage and randomly received volume replacement (VR) with lactated Ringer's solution (LRS treatment) or with 6% tetrastarch (TS treatment) at a ratio of 3 : 1 or 1 : 1 the volume of shed blood, respectively. Variables recorded during anesthesia, before hemorrhage (BL), and 4 hour after VR. Anesthesia was interrupted 4 hour after VR, and data were collected 24 and 72 hour after VR. Table 2 . induced by a dilutional effect. 23 Although TPP assessed by refractometry might suggest COP changes under certain circumstances, in critically ill dogs this parameter shows of a large proportion of false negatives (poor sensitivity) to detect hypoalbuminemia/low COP because of an altered albumin/globulin ratio. 25 Another factor that could have been determinant to the observation of peripheral edema after LRS administration was the speed of fluid administration. In the present report, lactated Ringer's solution was administered at a faster rate (150 AE 28 mL/kg/h) than the maximum infusion rate of isotonic crystalloids that has been historically recommended for volume replacement in dogs hypovolemic shock (90 mL/kg/h). 26 Chemosis and lip edema have been reported in anesthetized normovolemic dogs that received 60 mL/kg/h of isotonic crystalloids (total of 60 mL/kg). 24 Immediately after VR with LRS, CVP was significantly increased in comparison with the other treatment groups. However, CVP values recorded at this time point (2.8 AE 2 mmHg) in the LRS treatment were within reference ranges (0-6 mmHg) and cannot be interpreted as a sign of circulating volume overload. In splenectomized dogs with hypotensive hemorrhagic shock, 38% of the infused volume of LRS, administered at a dose of 3 mL for each mL of shed blood, remained within intravascular space at 5 minutes after fluid administration.
14 Although these findings are in line with the concept that LRS should be administered at a 3 : 1 ratio to maintain the circulating volume after hemorrhage, the volume expansion efficacy of LRS was short-lived, as 11% of the infused volume remained within the intravascular space at 90 minutes after VR.
14 Therefore, it is evident that a large percentage of LRS can leave the intravascular space and cause peripheral edema, but lung edema is less likely to occur in healthy dogs.
The formula used to determine the amount of shed blood in the present study was developed for estimating the allowable blood loss, based on the expected degree of hemodilution (Hct target ) when the shed blood is replaced by crystalloids, colloids, or both fluids. 20 The degree of hemodilution was similar between LRS and TS, as demonstrated by Hct changes recorded after VR. Regardless of the VR fluid, a greater degree of hemodilution than expected (33%) was observed immediately after VR. This effect was followed by progressive increases in Hct over time, which could have been caused by redistribution of VR fluids from the intravascular space to other compartments.
In the present report, VR with LRS and tetrastarch induced a hyperdynamic state characterized by increases in CI and decreases in SVRI. 14, 23 Decreases in afterload, associated with the vasodilatory state and with an improvement in rheological properties of blood (lower Hct), and increases in preload/myocardial contractility are thought to directly contribute to increases in CI observed after fluid administration patients that undergo acute normovolemic hemodilution with colloids and/or crystalloids. 13, 27, 28 The hyperdynamic state (increased CI) observed after LRS and TS administration can be explained by the significant increases in HR and preload (GEDVI), and by the significant decrease in afterload (SVRI) observed after VR with both fluids. Changes in preload and afterload could have ben caused by an improvement in rheological properties of blood due to the hemodilution (lower viscosity) induced by fluid administration. 28 When compared to controls, VR with TS appeared to induce a more consistent increase in GEDVI (from immediately after VR until 3 hour after VR) than VR with LRS (GEDVI increased immediately after VR and at 3 hour after VR). However, VR with LRS resulted in greater and more prolonged increases in CI than VR with TS. The longer lasting hyperdynamic state induced by LRS cannot be attributed to differences in preload because GEDVI values did not differ between LRS and TS treatments after VR. These results are in contrast with those reported in splenectomized dogs with hypotensive hemorrhagic shock, where TS resulted in longer lasting plasma volume expansion and more sustained increases in CI than a volume 3 times higher of LRS.
14 In the present study, the more prolonged decreases in SVRI (reflecting longer lasting decreases in afterload) observed after VR with LRS in comparison with VR with TS might have contributed to the sustained hyperdynamic state induced by the crystalloid. However, a definite explanation for the greater and longer lasting hyperdynamic state induced by LRS in comparison with TS could not be found under the circumstances of the present study.
The NGAL is a protein expressed in neutrophils, epithelial cells of renal tubules, and other organs, whose concentration in urine increases after ischemic renal damage in dogs. 29 Synthetic colloids can cause AKI due to an osmotic swelling/lysis of proximal tubular cells secondary to vacuolization/absorption of colloid molecules. 7, 8 Renal damage secondary to hyper-oncotic colloids (10% HES solutions) can also be caused by hyperviscosity/stasis of tubular flow secondary to an increase in colloid oncotic pressure of glomerular arterioles. 7, 8, 30 Stasis of tubular flow might be the mechanism involved in the increased risk of death and AKI associated with the administration of hyper-oncotic (10%) HES solutions to critically ill dogs. 9 Based on creatinine and NGAL measurements, no evidence of renal compromise was found with the use of LRS and TS in the present study.
In spite of the wide variation in plasma and urine NGAL concentrations, values were close to the range usually found in dogs without AKI. 11, 29, 31 A wide variation in urine NGAL concentrations has also been reported in people, which has made difficult to stablish a reference interval in humans. 32, 33 Therefore, increases in urine NGAL from baseline values could be more useful for detecting early stages of AKI than single measurements. Normalization of urine NGAL based on urine creatinine concentrations (urine NGAL/creatinine ratio) has been used to control for changes in urine flow rate and reduce the variability of urine NGAL. 34 Maximum urine NGAL/creatinine concentrations were recorded after VR with TS (16,114 pg/mg). However, urine NGAL/creatinine in that animal was already higher at BL (9,128 pg/mg) and values were found to be substantially lower than the cut-off point of urine NGAL/creatinine ratio that would predict the development of azotemic forms of AKI in dogs (120,000 pg/mg). 11 The main limitation of the present report was the small number of animals. Because of the wide range of NGAL concentrations, the study was underpowered to detect differences in NGAL between treatments, increasing the probability of type II error. However, even if a statistical difference might exist among NGAL/ creatinine ratios recorded in the LRS, TS, and Control treatments, it might not be clinically relevant, given the reported threshold of NGAL/creatinine ratio for detecting AKI. 11 The present study is also limited because results cannot be extrapolated to critically ill animals, or animals with renal compromise. Finally, it should be mentioned that the circumstances of this study (one time administration of TS) might be not be reflective of ongoing use (CRI infusion, dosing over multiple days) as was the case in the human studies/meta-analyses that investigated the renal implications of TS administration.
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Conclusion
In healthy dogs with acute hemorrhage, VR with LRS and tetrastarch resulted in a hyperdynamic state with no evidence of lung edema or oxygenation impairment. In this study, the use of TS in healthy dogs with acute hemorrhage did not reveal evidence of AKI for up to 72 after its administration. However, the wide variation in NGAL concentrations suggests that additional studies evaluating the effects of TS on renal function are necessary in canine species.
